better outcomes were related to background characteristics of poorer baseline health, nonmanaged care settings, and more NP experience; to a content component of seeking and giving biomedical and psychosocial information; and to a relationship component of more positive talk and greater trust and receptivity and affection, depth, and similarity. Poorer outcomes were associated with higher rates of lifestyle discussion and NPs' rapport building that patients may have perceived to be patronizing. Greater intention to adhere was associated with greater improvement in presenting problems. Medicine, 2001 ) and may be even more vital for older patients and their nurse practitioners (NPs). The complex healthcare needs created by chronic illnesses and medication regimens of many older people require a greater exchange of information to achieve desired health outcomes. Furthermore, the number of visits by older patients to NPs is increasing. Patients aged 65 years or older made an estimated 2.45 million visits to NPs or certified nurse midwives in office or hospital outpatient settings during 2003 and 4.65 million during 2006 (National Center for Health Statistics, n.d.) . Therefore, understanding the association between older patientYNP communication and visit outcomes is important and timely.
Interpersonal communication, at a minimum, is the transmission of a signal from one person to another. As in all interpersonal communication, older patientYNP communication has a content component and a relationship component (Burgoon & Hale, 1984; Watzlawick, Beavin, & Jackson, 1967 ; Figure 1 ). The content component is the literal subject matter of the communication, whereas the relationship component is information about the nature of the interpersonal relationship between the two people. The signals for both components include verbal and nonverbal activities; however, content signals usually are verbal activities only; relationship signals are both nonverbal and verbal activities. Thus, within the context of older patients' and NPs' background characteristics, it is by means of the content and relationship components of communication that older patients express their health problems, exchange information with their NPs about their concerns and their relationship, and understand and finalize a plan of care. When their communication is associated positively with such proximal outcomes as satisfaction with the visit and such longer term outcomes as improvement in health status, the communication can be considered effective. Proximal outcomes are related to longer term outcomes (Inui & Carter, 1985) , and outcomes feedback to influence the content and relationship components of communication as well as those background characteristics that are modifiable. The concepts and links a, b, and c of the theoretical framework Relationship Component of Communication Within the relationship component of communication, the types of nonverbal activities most often identified as important in nursing are gazes, nods or shakes of the head, eyebrow movements, smiles, direct interpersonal orientation, interpersonal touches, and back channels (CarisVerhallen, de Gruijter, Kerkstra, & Bensing, 1999; Gilbert, 2004) . Mast, Hall, Kockner, and Choi (2008) examined nonverbal activities among 163 adult observers of 11 video-recorded patientYphysician encounters. They found that observers' satisfaction with female physicians was correlated highly with more nodding, brow lowering, gazing, and forward leaning. Other than satisfaction, however, little is known about nonverbal activities and outcomes.
Verbal activities within the relationship component have been studied more extensively, but conceptualizations of the type of relationship information transmitted by these verbal signals differ widely. In the studies of NPs' verbal activities described earlier, Campbell et al. (1990) examined relationship information conceptualized as affiliation (e.g., providing support) and control, whereas Berry (2006) examined relationship information conceptualized as partnership building (e.g., restatement) and positive talk (e.g., approving). In the studies of the effectiveness of physicians' verbal activities, Paasche-Orlow and Roter (2003) found that relationship information conceptualized as rapport building (e.g., expressing concern) was correlated positively with satisfaction. Heisler et al. (2007) found that relationship information conceptualized as nondominance (i.e., participatory decision making) was related to blood glucose monitoring, exercise, and diet.
In an effort to clarify the conceptualization of relationship messages signaled by nonverbal and verbal activities, Hale (1984, 1987) identified as many as 12 distinct dimensions. Dimensions examined in relation to effective healthcare communication include nondominance, trust, and affection. Lawson (2002) , in audio recordings of 124 adult patients with nine clinicians, found no correlation between nondominance and patient satisfaction. In a survey of 7,204 adult patients concerning their primary care physicians, Safran et al. (1998) found that trust was correlated positively with satisfaction, adherence, and health improvement. Controlling for age, gender, ethnicity, and patient's verbal communication, Gilbert (1998) found that satisfaction ratings of 126 observers of video-recorded communication of nurses listening to a simulated patient in an outpatient setting were correlated positively with trust and receptivity and affection, depth, and similarity. The latter finding was unexpected because affection usually is considered to have higher salience in social rather than in professional relationships (Arnold & Boggs, 1999) . Unfortunately, the multidimensional nature of the relationship component in healthcare communication remains largely unexplored.
Outcomes
Knowledge of the influence of patientYclinician visit outcomes on each other also is minimal. Jackson and Kroenke (2001) reported significant correlations between the proximal outcome of satisfaction and longer term outcomes of symptom resolution and functional status in a previsit and postvisit survey of physicians and 750 adults with acute health problems in ambulatory settings. In contrast, Hayes (2007) noted a significant correlation between proximal outcomes of satisfaction and intention to adhere to recommendations, but not between satisfaction and recall of recommendations or between recall and intention to adhere, in interviews of 103 adult patients of NPs in eight primary care sites. For 60 adults interviewed within 6 weeks of their discharge from a home care nursing agency, Ervin, Chen, and Upshaw (2006) found a significant correlation between longer term outcomes of patient-reported symptom reduction and well-being but not between adherence and symptom reduction or between adherence and well-being. Thus, although the link between proximal and longer term outcomes has been proposed (Inui & Carter, 1985) , the findings from research are inconclusive.
Research Questions
Knowledge concerning effective patientYclinician communication consists largely of the background characteristics and variables within the content and relationship components of their communication that are associated positively with outcomes, especially satisfaction. However, this knowledge is limited by lack of attention to older patients and NPs, varying conceptualizations of the relationship component, and analyses often inappropriate for multiple patients per clinician. Further, knowledge is fragmented because variables usually are considered two at a time. For example, greater satisfaction has been associated with older age in many studies (e.g., Green & Davis, 2005; Hayes, 2007) . However, if satisfaction were due to the way clinicians communicate with older patients, and not to older age itself, satisfaction would be unrelated to age when both age and clinicians' manner of communication were considered in the same analysis.
To examine a fuller range of variables, the questions examined in this study were complex: (a) Do background characteristics of older patients and NPs and the content and relationship components of their communication during visits contribute to patients' proximal outcomes of satisfaction with the visit and intention to adhere to the recommended plan? (b) Do background characteristics of older patients and NPs and the content and relationship components of their communication during visits contribute to patients' longer term outcomes of changes in presenting problems, physical health, and mental health? (c) Do the proximal outcomes contribute to the longer term outcomes?
Methods

Sample
Study participants were 31 NPs and 155 of their older patients throughout a New England state. For inclusion in the sample, patients and NPs had to be English speaking and had to self-identify as United States-born European Americans or African Americans. Although both male and female patients were eligible, only female NPs were included to manage some of the variability of gender-based combinations of patients and clinicians. Additional requirements for NPs were that they regularly provided care to older patients in clinic or office sites and that their sites had adequate space for video-recording the visits. NPs were excluded if they had inadequate numbers of older patients during the data collection period.
Additional inclusion criteria for patients were an age of 65 years or older, a scheduled appointment to see a participating NP, an absence of cognitive impairment as judged by their NP, and a home telephone. Patients were excluded if they were acutely ill at the time of the visit, were unable to understand the data collection process, or were unable to undertake the scheduled visit without the presence of a third person.
Of the 56 NPs who were eligible and agreed to participate, 25 did not complete the study due to such reasons as job changes or absence of administrative support for the study, leaving 31 in the final NP sample. Of the eligible and interested patients, 11 had incomplete data due to videorecording equipment malfunctions, and 2 were lost to follow up. All these patients were replaced with their NP's other eligible patients; thus, there were 155 in the final patient sampleVthat is, 5 patients per NP.
Measures
Background Characteristics Ten characteristics of patients and NPs were measured by semistructured demographic items. For patients, these were age, gender, ethnicity, the presenting problems that prompted their visit (stable or unstable), and how long they had known the NP. Items for the characteristics of NPs were age, ethnicity, practice specialty, years of experience, and type of setting (managed or nonmanaged care). Three additional characteristics were measured: length of visit determined in minutes from the length of the video recordings and patients' baseline physical health and baseline mental health measured using the SF-12 Version 2 (SF-12v2) Health Survey, which will be described later. Thus, there were 13 background characteristics considered in the analysis.
Roter Interaction Analysis System Trained members of Roter's research team measured the verbal content using the RIAS (Roter & Larson, 2002) , a coding system that has been used in over 100 studies of clinicians' communication (Roter, 2008) . The RIAS consists of 69 categories to code the frequency of all verbal ''utterances,'' that is, all complete or partial thoughts expressed aloud by patients and NPs in recordings of the visits. The predictive validity of RIAS has been supported in numerous studies, and the intercoder reliability within Roter's research team for both patient and clinician categories has averaged r = .85 (Roter & Larson, 2002) . In this study, back-channel responses (e.g., ''Mm-hmm'') and NPs' agreements (e.g., ''Okay'') were considered to be nonverbal activities and were excluded from the analysis as verbal activities. Because of the difficulty in interpreting the meaning of unintelligible, other, and communication facilitators (e.g., ''Well,I'' when transitioning from one topic to another), given the framework of this study, these categories were excluded entirely. Categories not observed in a 10% sample of recorded visits and those with reliability of r G .65 were not considered further, except for the low-frequency categories of seeking and giving psychosocial information by patients and NPs because of their possible importance in relation to the outcome of patients' mental health status. Open and closed categories of NPs' medical, therapeutic, lifestyle, and psychosocial information seeking were combined, leaving 43 verbal categories (median, r = .95; range, not observed to r = 1.00) for analysis. After being divided by length of the visit, the verbal categories were analyzed as rates per minute.
Nonverbal Activity Check Sheet Nonverbal activities for patients and NPs were scored on a grid in which the rows represented time in seconds and the columns represented the activities (Gilbert, 1993) . Activities of interest during each second of a 30-second sample of the recorded visits were gazes, nods or shakes of the head, eyebrow movements, smiles, direct interpersonal orientations, interpersonal touches, and back-channels. An activity occurring at least once during a 1-second time interval was scored as 1, except that gazes were scored as 2 due to the importance of gazes in interpersonal communication (Ruusuvuori, 2001 ). Thus, the total scores for nonverbal activity of patients and of NPs could range from a rate of 0 to 8 per second. All activities noted on the check sheets by two trained observers were compared, second by second; any disagreements were resolved by the principal investigator. Coordination of NPs' nonverbal activities with those of their patients was measured as the squared regression coefficient of the NP's rate of activities predicted by his or her patient's rate during the same second, after forcing into the model the NP's rate of activities during the prior second (Gilbert, 1993 (Gilbert, , 2004 .
Relational Themes Inventory Dimensions of relationship messages were measured by an inventory that included 30 items based on the work of Hale (1984, 1987) , further developed, and tested in studies of patientnurse interactions (Gilbert, 1998 (Gilbert, , 2004 . On a Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree), patients were asked to respond to statements about the visit they had just had with their NP. Responses were recoded as necessary so that higher scores reflected a more positive relationship. Gilbert (1998) reported Cronbach's alpha values ranging from .90 for trust and receptivity to .71 for depth and similarity (reconfigured as affection, depth, and similarity based on subsequent analysis). In this study, after deleting items with little variability and items with low item-to-total correlations, relationship dimensions of nondominance (two items); trust and receptivity (two items); and affection, depth, and similarity (six items) had Cronbach's alpha values of .72, .80, and .72, respectively.
Satisfaction With the Visit The proximal outcome of satisfaction with the visit was measured using one item derived from the extensively used Consumer Assessment of Health Care Providers Survey (Agency for Healthcare Research and Quality, 2002) . On a scale ranging from 1 (worst care possible) to 10 (best care possible), older patients were asked whether the visit with their NP ''was an example of the worst or best health care possible.'' Single-item measures have been shown to be valid measures to obtain individuals' perceptions of a particular situation (Youngblut & Casper, 1993) . As evidence for the reliability of the item in this study, the correlation between scores on satisfaction with the visit and the mean of questions concerning satisfaction with the NP's communication that were derived from the Patient Satisfaction Instrument (Risser, 1975; Yellen, 2003) was r = .72.
Intention to Adhere The proximal outcome of intention to adhere to the recommendations the patient recalled being made by the NP was measured on a scale ranging from 1 (very likely to follow the recommendation) to 5 (very unlikely to follow the recommendation). Immediately after the visit, patients identified the recommendations they recalled. Their intention to adhere to each recalled recommendation was measured by asking, ''One of the things you remembered the NP told you about taking care of your health was ____. How likely are you to do that?'' Intention scores were calculated by summing each patient's responses and dividing by the number of recommendations he or she recalled so that scores were comparable across patients regardless of the number of recommendations patients recalled. Four weeks after the visit, by telephone, adherence to each recalled recommendation was measured in a similar manner. As evidence for the reliability of the intentionto-adhere measure in this study, the correlation between patients' intention immediately after the visit and their adherence at 4 weeks was r = .63.
Change in Presenting Problems
To measure the longer term outcome of change in presenting problems, patients were asked 4 weeks after the visit about the change, if any, in each presenting problem they had identified to investigators before their visit with the NPs. Scores could range from 1 (gotten a lot worse) to 7 (improved a lot). The sum of each patient's responses, divided by the number of his or her presenting problems, was used as that patient's score for change in presenting problems.
SF-12 Health Survey (Version 2.0) The SF-12v2 (Ware, Kosinski, Turner-Bowker, & Gandek, 2002) was used to measure changes in the longer term outcomes of physical health and mental health. It consisted of 12 questions to which patients responded using 3-or 5-point rating scales, depending on the item, immediately after the visit and at 4 weeks. Items were reverse coded as needed, aggregated, norm based for age, and transformed so that scores above 50 meant relatively good physical or mental health. The validity, reliability, and 4-week sensitivity of the SF-12 have been tested extensively. Among people aged 65 years and older, Ware et al. (2002) reported reliability coefficients of .89 for physical health and .82 for mental health. Cronbach's alpha values for physical and mental health for the previsit administration of the SF-12v2 in this study were .87 and .77, respectively.
Procedure
This study was approved by the investigators' university's institutional review board and by the appropriate boards and individuals at participating NPs' sites. Participants were aware that the study involved older patientYNP communication and outcomes during visits and that the visits would be video-recorded. They were assured that NPs could cap the cameras if, for example, patients needed to undress and that NPs could turn the cameras off entirely at any time.
From a list of 4,700 NPs provided by the State Board of Nursing, 2,500 NPs were selected randomly to be invited to participate. This large number of invitations was needed because NPs on the list who met the eligibility criteria could not be differentiated from NPs who did not. In addition to the NPs selected randomly, all NPs residing in ZIP codes that had a high percentage of African Americans were invited, resulting in 1,000 additional invitations for a total of 3,500 invitations mailed. Other methods of recruiting African American participants were announcements to groups such as the Black Nurses' Association and various NP organizations.
The NPs who accepted the invitations were contacted by an investigator who obtained their informed consent and background characteristics and ascertained site-approval procedures. Except for two sites requiring that researcher contact be patient initiated, NPs contacted 10 eligible q patients with visits scheduled for the days of data collection and obtained their permission for an investigator to invite their participation. Before the scheduled visits, an investigator randomly selected patients from the 10 until at least 5 agreed to participate. When patients arrived for their visits, a member of the research team obtained their informed consent, read the demographic items and SF-12v2 to them, and made note of their responses. The relationship items, satisfaction, recall of NPs' recommendations, and adherence intention data were collected in the same manner after the visit. Four weeks after the visit, adherence, SF-12v2, and improvement questions were read to patients by telephone.
Visits were video-recorded using two camcorders on tripods behind and over the shoulder of NPs and patients so that full frontal views of each could be obtained. To reduce reactivity, participants were given the opportunity to view themselves on the camcorders' screens before the visit, and camcorders were unattended by the research team during the visit.
Two trained observers viewed a segment of each of the 155 video recordings in slow motion and real time to score the nonverbal activities of patients and NPs using the check sheet. This segment started with the patients' first utterance of the problem they had said most worried them before their visit and ended 30 seconds later. The observers were q Data for this study consisted of 62 predictor variables and 5 outcomes variables. Distributions of many variables were skewed; however, results of analyses using transformed and untransformed data did not differ substantially. Therefore, the results using untransformed data will be reported later. Pairwise analyses of the predictor variables revealed no collinearity.
Data were analyzed using the mixed-model regression procedure of SAS 9.1 (SAS Institute Inc., Cary, NC). Use of mixed models accounts for the contribution of the variation in NPs to other variables and, thus, was appropriate for this study with multiple older patients per NP. The model that was fitted was as follows. For the jth patient on the ith NP,
where 2 is the overall intercept; N i is the random effect (with mean 0) for NP i; x ijk is the kth variable, that is, a background characteristics or a variable within the content or relational components of communication, for the jth patient on the ith NP; # k is the coefficient of x ijk ; and e ijk is an additional noise term (also with mean 0) that is assumed to be independent. In mixed-model analyses, the coefficients are robust to any assumptions about the random quantities (N i and e ijk ). However, inferences about variability due to NPs (the variance of N i ) are based on normality assumptions.
To reduce the number of predictor variables, each was analyzed separately for each outcome. Forty-seven of the 62 variables were related to one or more of the outcomes, with a criterion of p e .15. All predictor variables that met this initial screening criterion for an outcome were analyzed for that outcome by deleting predictors backwards from the regression models, one by one, until only those with p values e .05 remained in the final models. Analyses of the model residuals versus each predictor variable in the model revealed no unexplained structure in the data; thus, the final models were deemed adequate.
Results
A description of the older patient and NP participants at baseline is presented in Table 1 . Most patients were European American women aged 70 to 80 years who had known their NP for 3 years on average. Most NPs were middle-aged, European American women who worked in private offices in rural or suburban locations. About half of NPs were certified as family NPs. The mean length of visits was about 23 minutes.
Outcomes, background characteristics, and variables within the content and relationship components of patients' and NPs' communication that were associated with patients' outcomes at p e .05 are presented in Table 2 . Patients' satisfaction with the visit and their intention to adhere to the NPs' recommendations were high. The mean change in presenting problems was above the midpoint of the scale at 4 weeks; that is, although many patients reported that these problems improved at 4 weeks, the remainder reported that these problems stayed the same or became worse. The average changes in patients' physical health scores and mental health scores were close to 0 at 4 weeks.
The first research question examined in this study was whether background characteristics of older patients q and NPs and the content and relationship components of their communication during visits contributed to patients' proximal outcomes (Figure 1, a links) . Results of mixed-model regression analysis for the proximal outcomes are presented in Table 3 . For the outcome of satisfaction, 16 variables met the initial screening criterion. In the final model, greater satisfaction was associated with higher rates of patients approving and agreeing and lower rates of NPs expressing concern. Greater satisfaction also was associated with lower rates of NPs' nonverbal activities during discussions of patients' presenting problems and greater trust and receptivity and affection, depth, and similarity. For the outcome of intention to adhere to recommendations, 10 variables met the initial screening criterion. In the final model, greater intention to adhere was associated with nonmanaged care settings and higher rates of patients agreeing, higher rates of NPs orienting and instructing such as during a physical examination, and lower rates of patients giving lifestyle information. The second research question was whether background characteristics and the content and relationship components of older patientYNP communication during visits contribute to patients' longer term outcomes (see Figure 1 , b links). Results of mixed-model regression analysis for the longer term outcomes are presented in Table 4 . For the outcome of change in patients' presenting problems, 16 variables met the initial screening criterion. In the final model, improvement in presenting problems was associated with unstable presenting problems and with higher rates of NPs approving and lower rates of NPs giving lifestyle information. For change in physical health, 14 variables met the screening criterion. In the final model, improved physical health was associated with poorer physical health at baseline and with higher rates of patients giving medical information, higher rates of NPs saying complimentary things about other providers, and lower rates of NPs giving lifestyle information. Improved physical health also was associated with lower rates of NPs coordinating their nonverbal activities with the patients' nonverbal activities and greater trust and receptivity. For change in mental health, 14 variables met the screening criterion. In the final model, improved mental health was associated with poorer mental health of patients at baseline and more years of NPs' experience; with higher rates of patients seeking information about their therapy, higher rates of NPs seeking psychosocial information, and lower rates of NPs expressing reassurance and optimism; and with lower rates of NPs coordinating their nonverbal activities with those of patients.
The third research question examined in this study was whether the proximal outcomes of satisfaction with the q visit and intention to adhere to recommendations contributed to the longer term outcomes of changes in patients' presenting problems, physical health, and mental health (Figure 1, c link) . The analysis revealed that greater intention to adhere contributed to improvement in patients' presenting problems at 4 weeks (estimate = 0.93, SE = 0.21, t = 4.34, p G .01), but otherwise, proximal and longer term outcomes were not associated at p e .05.
Discussion
This study examined background characteristics of older patients and NPs and the content and relationship components of their communication that contributed to outcomes in a statewide sample. The patients and NPs in the study were comparable with those in other studies in several ways.
Patients' physical health and mental health at baseline approximated the norm for older patients (Ware et al., 2002) . Their high degree of satisfaction has been reported frequently in NP studies (e.g., Hayes, 2007) . The mean length of visits between the patients and NPs was comparable with the lengths of national patientYNP visits of about 27 minutes (Swartz et al., 2003) and older patientphysician visits of about 22 minutes (Mann et al., 2001 ). However, study NPs were about 4 years older and had about 2 more years of experience than that of NPs in a national survey (Swartz et al., 2003) . Ten percent of the NPs were African American, which is higher than the 3% reported nationally (Swartz et al., 2003) , probably due to study recruitment efforts. These NP recruitment efforts did not result in a similarly high number of African American patients. Only 4% of patients were African American, lower than the 19% reported nationally (Swartz et al., 2003) . In addition, the stability of patients' presenting problems was higher than that in other samples of NPs' primary care practices (Deshefy-Longhi, Swartz, & Grey, 2008) probably because only patients with scheduled visits were included in the study. Twenty-one predictor variables were associated with effective older patientYNP communication in one or more of the final models. All interpretations of the results are for the coefficients being discussed with the other variables in the models held constant. Of the background characteristics, unstable presenting problems and poorer baseline physical and mental health were associated with better longer term outcomes. A likely explanation is that unstable problems and poorer health at baseline provided a less restricted range for improvement at 4 weeks. Nonmanaged care setting and greater NP experience contributed to one outcome each. On the whole, however, background characteristics such as patients' age did not make a major contribution to outcomes in this study, given the other variables in the models.
Within the content component of communication, there were two patterns of communication in the results. Consistent with the findings of Paasche-Orlow and Roter (2003) and Heisler et al. (2007) , the first pattern was seeking and giving information (Berry, 2006; other than lifestyle discussions. Higher rates of orienting or instructing by NPs, such as during a physical examination, were associated with greater intention to adhere. Higher rates of patients giving medical information were associated with greater improvement in physical health. Patients seeking more information about therapy and NPs seeking more psychosocial information were associated with greater improvement in mental health, although the low reliability for psychosocial content is a study limitation. That said, seeking and giving biomedical and psychosocial information represented effective communication overall.
Lifestyle discussions, however, represented a second, contrasting pattern of communication: More lifestyle discussion contributed to less effective communication, given the other variables in the models. Higher rates of patients giving lifestyle information were associated with less intention to adhere, and higher rates of NPs giving lifestyle information were associated with less improvement in presenting problems and physical health. Other investigators also have noted poorer outcomes of lifestyle discussions. Hayes (2007) , for example, found that patients intended to adhere less to NPs' lifestyle recommendations regarding diet, exercise, or smoking cessation than to recommendations related to medications, laboratory tests, or referrals to specialists. When good outcomes depended on lifestyle discussions in this study, the outcomes may have been difficult to achieve within 4 weeks.
Within the relationship component of communication, there were three patterns in the results. First was a pattern of positive talk (Berry, 2006; . Higher rates of patients approving of the NP or agreeing during visits were associated with better proximal outcomes. Higher rates of NPs approving of the older patient or saying complimentary things about clinicians working with the patient outside their health agencies were associated with longer term outcomes of greater improvement in presenting problems and physical health. When older patients voiced positive expressions at the time of visits, and when NPs said they saw progress and good outside treatment, the patients tended to report better outcomes.
A second pattern within the relationship component involved the relationship dimensions. Consistent with the findings of Gilbert (1998) , higher trust and receptivity and higher affection, depth, and similarity were associated with greater postvisit satisfaction. Consistent with Safran et al. (1998) , higher trust and receptivity also were associated with greater improvement in physical health at 4 weeks. That trust and receptivity and satisfaction were associated is not surprising: Risser's (1975) classic satisfaction instrument even includes trust as a measure of patients' satisfaction with nurses in primary care. However, the contribution of trust and receptivity to improved physical health underscores the importance of the relationship component of The third pattern was that of rapport building, involving both verbal (Paasche-Orlow & Roter, 2003) and nonverbal (Duggan & Parrott, 2001) activities. More verbal and nonverbal rapport-building activities contributed to less effective communication, given the other variables in the models. Higher rates of NPs' expressions of concern and nonverbal activities were associated with postvisit dissatisfaction, higher rates of NPs' coordination of nonverbal activities were associated with less improvement in physical health, and higher rates of NPs' reassurance and optimism and coordination of nonverbal activities were associated with less improvement in mental health. It may be that patients whose health problems were more straightforward or already resolving well had good outcomes without NPs' rapport building. Conversely, NPs may have offered rapport building when older patients' problems were more threatening or not resolving well, and rapport building was insufficient to have influenced the outcomes in a positive direction.
Alternatively, although rapport building has been found to be associated with satisfaction (Paasche-Orlow & Roter, 2003) , it may be that higher rates of NPs' rapport-building behavior were perceived by older patients as patronizing (Ryan, Hummert, & Boich, 1995) or as constituting false reassurance (Arnold & Boggs, 1999) when the other variables in the regression models were taken into account. If so, then rapport building was not the information conveyed when rates of these activities were high and other variables in the models were held constant.
The results also provided some support for the contribution of proximal to longer term outcomes. Intention to adhere was associated with improvement in presenting problems at 4 weeks, suggesting that patients' adherence intentions immediately after visits may have contributed to the outcome most directly related to the problems that prompted the visits.
The findings of this study have four main implications. First, the NPs communicated effectively with older patients around seeking and giving biomedical and psychosocial information other than that involving lifestyle. Most patients reported that their NPs were trustworthy and receptive, they were very satisfied with their visits, and they intended to adhere to the NPs' recommendations. These findings bode well for the growing number of older individuals who likely will be cared for by NPs in an increasingly complex health system. Second, research directed at ways to improve older patientYNP lifestyle discussion is needed. Many lifestyle changes are known to be slow, difficult, and frustrating for patients and clinicians alike (Taub, 2006) . Nevertheless, the poorer outcomes associated with lifestyle discussions in this study are a source of concern, and research on more effective communication strategies for disease prevention and health promotion by NPs is essential.
Of equal concern are the poorer outcomes associated with high rates of rapport building that may have been perceived as patronizing. Education of NPs would be strengthened by a review of age-appropriate communication strategies to avoid sending the wrong signals. In addition, future studies are needed to examine existing rapport-building strategies, or to develop new ones at the NP level of practice, that are associated with effective communication.
Finally, the findings of this study provide partial support for the theoretical framework that guided it. Patterns of variables within the content and relationship components of older patientYNP communication and, to a lesser extent, their background characteristics contributed to one or more proximal or longer term outcomes, but no single pattern of predictor variables was associated with all outcomes. Further, greater intention to adhere to recommendations was associated with greater improvement in presenting problems, although proximal outcomes were not associated consistently with all longer term outcomes. Although the framework in its present form may be useful to guide future research on effective communication during visits, it is premature to refine the framework by specifying patterns within the components until key associations are identified in additional complex studies of older patientYNP communication. q
